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Based on a Revisit survey completed on May 4, 

2023, regarding Moravian Hall Square Health and 

Wellness Center, it was determined that the facility 

corrected the deficiencies cited during the survey of 

April 20, 2023, under the requirements of 42 CFR 

Part 483 Subpart B Requirements for Long Term 

Care Facilities and the 28 Pa. Code Commonwealth 

of Pennsylvania Long Term Care Licensure 

Regulations.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards 

provide sufficient protection to the patients.  The findings stated above are disclosable whether or not a plan of correction is provided .  The findings are disclosable 

within 14 days after such information is made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued program 

participation.

This form is a printed electronic version of the CMS 2567L.  It contains all the information found on the standard document in much the same form.  This 

electronic form once printed and signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found 

on the CMS 2567L. 
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